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The long-term results of septal myotomy-myomectomy
or mitral valve replacement, or both, were assessed in
36 patients with idiopathic hypertrophic subaortic ste-
nosis who were followed up for 5 to 67 months (mean
48) postoperatively. The mean left ventricular
outflow tract gradient at rest decreased postoperatively
in all three patient groups. It decreased from 60 mm Hg
(range 17 to 160) preoperatively to 3 mm Hg (range 0
to 20) postoperatively (p < 0.001) in the 13 patients who
underwent mitral valve replacement alone, from 69 mm
Hg (range 18 to 140) to 35 mm Hg (range 20 to 50) (p
< 0.05) in the 12 patients who underwent myotomy-
myomectomy alone and from 89 mm Hg (range 60 to
165) to 3.8 mm Hg (range 0 to 27) (p < 0.001) in the 1t
patients who underwent myomectomy plus mitral valve
replacement. The reduction in gradient was more im-
pressive after mitral valve replacement with or without
septal myotomy-myomectomy than 'after septal my-
otomy-myomectomy alone.
Despite recent insights into the pathophysiology of idio-
pathic hypertrophic subaortic stenosis, this disease retains
significant mortality and morbidity 0,2). Although most
patients respond to medical treatment, approximately 10 to
15% either cannot tolerate therapy or become refractory to
treatment 0,3). In such patients, surgery is usually elected
if a left ventricular outflow tract gradient can be demon-
strated at rest or after certain provocative maneuvers. Since
1960, septal myotomy with resection of the hypertrophied
septal tissue has been the procedure of choice, producing
significant improvement in the hemodynamics and func-
tional status of a large number of patients (3-8).
In previous studies (9,10) we showed that mitral valve
replacement can also reduce the left ventricular outflow tract
pressure gradient and dramatically improve the clinical sta-
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There was a marked reduction in symptoms after all
three surgical procedures that was long-lasting and in-
dependent of the type of operation performed.
There was no operative mortality. Postoperative an-
nual mortality rate was 1.6%. Patients with severe
congestive heart failure, significantly elevated left ven-
tricular end-diastolic pressure and atrial fibrillation have
a less favorable long-term postoperative prognosis.
Septal myotomy-myomectomy is recommended as the
procedure of choice for the mlijority of patients with
idiopathic hypertrophic suhaortic stenosis who require
surgery, because it can alleviate symptoms without sub-
jecting patients to the complications of"valve prosthesis.
Mitral valve replacement should be considered in pa-
tients with associated severe mitral insufficiency and in
cases where a previous myotomy-myomectomy failed to
lessen symptoms and relieve the left ventricular outflow
gradient.
tus of patients with idiopathic hypertrophic subaortic ste-
nosis. Much controversy still exists regarding the proper
selection of patients and the optimal surgical approach for
each case (10, II). The objectives of the present study were:
I) to determine whether surgery for alleviation of the left
ventricular outflow tract gradient can significantly improve
the hemodynamics and functional status of patients with
idiopathic hypertrophic subaortic stenosis; 2) to compare
the results of three procedures: mitral valve replacement
alone, septal myotomy-myomectomy alone and mitral valve
replacement plus myotomy-myomectomy; and 3) to deter-
mine whether early hemodynamic and functional improve-
ment persists throughout the late postoperative course.
Methods
Study Patients
This study included 36 consecutive patients who under-
went surgery for idiopathic hypertrophic subaortic stenosis
between 1974 and 1979 at the Texas Heart Institute. There
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were 18 women and 18 men, with a mean age of 48 years
(range 17 to 68). The mean length of postoperative follow-
up study was 48 months (range 5 to 67). All patients except
one had been refractory to conventional medical therapy,
including propranolol in doses of 240 to 600 mg daily.
Calcium channel antagonists were not used. One patient
was in New York Heart Association functional class II, 8
were in class III and 27 were in class IV. None of the patients
had any evidence of active bacterial endocarditis or ruptured
chordae tendineae.
Five (14%) of the 36 patients had had previous surgery
for idiopathic hypertrophic subaortic stenosis: 2 patients had
had mitral valve replacement and presented with prosthetic
valve malfunction, and 3 other patients had had a previous
myotomy-myomectomy at other institutions without less-
ening of symptoms or reduction in left ventricular outflow
gradient.
Study Procedures
Clinical evaluation. In addition to functional status, the
following symptoms were evaluated on admission to the
hospital, before hospital discharge and during subsequent
visits: the presence or absence of chest pains, dyspnea, dizzy
spells and syncope.
Electrocardiography. A 12 lead electrocardiogram was
obtained I or 2 days before surgery, daily for the first 3
postoperative days and I day before hospital discharge. Left
ventricular hypertrophy was assessed according to Este' s
scoring system (12).
Echocardiography. In 29 cases, M-mode echocardio-
grams were obtained within 15 days before and after surgery
with a Smith-Kline Ekoline 20 echograph, using either a
2.25 MHz transducer focused at 7.5 ern or a 1.9 MHz
transducer focused at 10.0 em. Recordings were made with
an Irex 101 multichannel recorder at paper speeds of 25 to
100 mm/s with a simultaneous electrocardiogram. The echo-
cardiographic techniques have been described previously
(13).
Cardiac catheterization. Right and left cardiac cathe-
terization, using a right brachial cutdown approach, was
done preoperatively in all patients and postoperatively in 28
patients within I month of surgery. Measurements included
left ventricular end-diastolic pressure, which was measured
at the point where the downslope of the a wave coincides
with the initial upstroke of the left ventricular pressure trac-
ing, and for patients in atrial fibrillation at the peak of the
R wave; pulmonary capillary wedge pressure; pulmonary
artery pressure and left ventricular outflow tract pressure
gradient at rest and during provocative maneuvers (after a
premature ventricular contraction, after the Valsalva ma-
neuver and after the administration of sublingual
nitroglycerin) .
Selective coronary angiography was done preoperatively
in all cases. (Medications were discontinued 48 hours before
catheterization.) Mitral regurgitation was assessed by noting
the degree of opacification of the left atrium due to regur-
gitation of the dye through the incompetent valve (14).
Statistical analyses. These were performed, whenever
appropriate, with the two-tailed t test for paired and unpaired
variables, the two-tailed Welch t test for unpaired variables,
one-way analysis of variance and chi-square analysis.
Surgical Techniques
The appropriate surgical technique was chosen after a
careful preoperative analysis of angiographic and hemo-
dynamic data. Septal myotomy-myomectomy was the treat-
ment of choice for most of the younger patients and those
without significant mitral insufficiency. Mitral valve re-
placement was performed primarily in patients with severe
mitral insufficiency, older patients and patients whose left
ventricular outflow tract gradient had not been relieved by
a previous myotomy-myomectomy. Mitral valve replace-
ment plus myotomy-myomectomy was performed in pa-
tients with severe mitral insufficiency and greater outflow
tract gradients.
Twelve patients underwent a septal myotomy-myomec-
tomy alone according to a modified technique described by
Morrow and Brockenbrough (4). Thirteen patients under-
went mitral valve replacement alone with a low profile mitral
disc prosthesis, and II patients underwent mitral valve re-
placement (6 bioprostheses and 5 mitral disc prostheses)
plus a septal myotomy-myomectomy. The two patients with
a previous mitral valve prosthesis underwent a second mitral
valve replacement. Of the three patients who had had pre-
vious myotomy-myomectomy, one underwent mitral valve
replacement, one a second myotomy-myomectomy and one
mitral valve replacement plus septal myotomy-myomec-
tomy. These patients were categorized according to their
second operation.
Results
Early Postoperative Findings
Clinical follow-up. All 36 patients survived surgery,
and there were no early postoperative deaths. All either had
excellent subjective results (64%) or noticed significant im-
provement (36%). None complained of feeling worse.
Electrocardiographic changes. The preoperative elec-
trocardiogram showed left ventricular hypertrophy in 25
cases (69%). Two patients were in atrial fibrillation and two
others had short runs of documented ventricular tachycardia.
A routine 12 hour Holter monitor recording revealed pre-
mature ventricular complexes in five cases.
The postoperative electrocardiogram showed left ven-
tricular hypertrophy in 22 cases (61%). Three patients were
in atrial fibrillation, one had short runs of ventricular tachy-
cardia and four had premature ventricular complexes.
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Table 1. Electrocardiographic Conduction Abnormalities Before
and After Surgery
Preop Postop
Finding No. % No. %
First-degree 3 8 2 6
atrioventricular block
Left anterior 5 14 4 I I
hemiblock
Left bundle 3 8 6 17
branch block
Complete heart block 0 0 3
No. = number of patients; postop postoperatively; preop
preoperatively .
Conduction abnormalities were noted preoperatively in
10 patients (28%) and postoperatively in 12 (33%) (Table
I). The three patients who developed a new left bundle
branch block after surgery were in the myotomy-myomec-
tomy group. One patient developed complete heart block
\
necessitating pacemaker insertion after mitral valve
replacement.
Hemodynamic data. Twenty-eight patients underwent
cardiac catheterization within 1 month after surgery. In six
of these patients the study was done in another institution
and only the cineangiograms, without the hemodynamic
data, were available to us.
Left ventricular outflow tract gradient. In the mitral valve
replacement group, the mean left ventricular outflow tract
gradient at rest was 60 mm Hg (range 17 to 160) preop-
eratively and 3 mm Hg (range 0 to 20) postoperatively
(probability [p] < 0.001) (Fig. 1). In the septal myotomy-
myomectomy group, the mean gradient at rest was 69 mm
Hg (range 18 to 140) preoperatively and 35 mm Hg (range
20 to 50) postoperatively (p < 0.05) (Fig. I). In the mitral
valve replacement group, the mean provocative left ven-
tricular outflow tract gradient was 121 mm Hg (range 60 to
210) preoperatively and 3.8 mm Hg (range 0 to 27) post-
operatively (p < 0.001) (Fig. 2). In the septal myotomy-
myomectomy group, the mean provocative gradient was 153
mm Hg (range 70 to 275) preoperatively and 77 mm Hg
(range 50 to 100) postoperatively (p < 0.0l) (Fig. 2).
In the mitral valve replacement plus septal myotomy-
myomectomy group, the mean preoperative gradient was
89 mm Hg (range 60 to 165) at rest and 152mm Hg (range
110to 220) during provocative maneuvers. Postoperatively ,
no gradient could be demonstrated at rest or during prov-
ocation (p < 0.001) (Fig. 3).
The percent of reduction in rest and provocative left
ventricular outflow tract gradients was significantly more
impressive after mitral valve replacement with or without
an associated myotomy-myomectomy, than after myotomy-
myomectomy alone.
Left ventricular end-diastolic pressure. In the mitral valve
replacement group, the mean left ventricular end-diastolic
pressure was 23 mm Hg (range 10to 44) preoperatively and
13 mm Hg (range 8 to 20) postoperatively. In the myotomy-
myomectomy group, the mean left ventricular end-diastolic
pressure was 21 mm Hg (range 5 to 42) preoperatively and
18 mm Hg (range 11 to 25) postoperatively. In the mitral
valve replacement plus myotomy-myomectomy group, the
Figure 1. Mean left ventricular outflow tract gradient (LVOTG)
at rest before (PRE-OP) and after (POST-OP) mitral valve re-
placement(MVR) or myotomy and myomectomy. p = probability.
Figure2. Mean provocative left ventricular outflowtract gradient
(LVOTG) before (PRE-OP) and after (POST-OP) mitral valve
replacement (MVR) or myotomy and myomectomy.
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Figure 3. Mean left ventricular outflow tract gradient (LVOTG)
at rest and on provocation before (PRE-OP) and after (POST-OP)
combined mitral valvereplacement plusmyotomy andmyomectomy.
Discussion
Recent advances in the understanding of idiopathic hy-
pertrophic subaortic stenosis have helped elucidate the path-
ologic and pathophysiologic abnormalities that lead to al-
tered function (11,15). In the majority of cases, the disease
is managed medically (1,3,11); the cornerstone of therapy
is the use of beta-adrenergic blocking agents (16,17) and
calcium antagonists (18,19).
mean outflow tract diameter increased significantly after all
three procedures.
Early systolic closure of the aortic valve occurred pre-
operatively in 27 patients and postoperatively in 11 of the
29 patients studied . Seven of the 11 patients with postop-
erative residual early systolic closure of the aortic valve
were in the myotomy-myomectomy group. Systolic anterior
motion of the mitral valve was seen preoperatively in all
cases and postoperatively in seven cases (all after myotomy-
myomectomy alone).
Clinical assessment. The postoperative follow-up pe-
riod ranged between 5 and 67 months (mean 48). Of the
36 patients who underwent surgery, 33 were alive at 48
months. The clinical assessment of symptoms is summa-
rized in Table 4. When the functional class was reassessed
(Fig. 4), all except two patients showed significant im-
provement, with advancement to class I or II. The type of
surgery performed did not affect the degree of improvement
in functional status.
Late mortality. Three patients died during the late post-
operative period as a result of severe congestive heart fail-
ure. All were women, who died 22, 36 and 38 months,
respectively, after surgery. Two of these patients had under-
gone mitral valve replacement, and one had had mitral valve
replacement plus myotomy-myomectomy. Table 5 sum-
marizes their hemodynamic findings. Although the post-
operative left ventricular outflow tract gradient did not differ
significantly for survivors and nonsurvivors , the nonsurvi-
vors had significantly elevated left ventricular end-diastolic
and systolic pulmonary artery pressures before and after
surgery. All three nonsurvivors , who were in functional
class IV before surgery, failed to show significant postop-
erative improvement. Two were in atrial fibrillation before
and after surgery.
The annual mortality rate was 1.6% for the patients as
a whole, 3.8% for the mitral valve replacement group and
2.0% for those with mitral valve replacement plus myotomy-
myomectomy . There was no mortality in the myotomy-
myomectomy group. Statistically , the rates were not dif-
ferent for the three groups .
Associated coronary artery surgery. Of the total group,
eight patients (22%) underwent concomitant coronary artery
bypass surgery . The early and late results for these patients
were similar to those for the entire study group.
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same measurement was 22 mm Hg (range 4 to 32) preop-
erativelyand 14 mm Hg (range 5 to 20) postoperatively.
Although there was no significant change in left ventric-
ular end-diastolic pressure after surgery in any of the three
groups, all patients with preoperative values above 20 mm
Hg who underwent repeat cardiac catheterization after sur-
gery had postoperative values below 20 mm Hg.
Mitral insufficiency. After surgery, 25 of the 28 patients
studied had no evidence of mitral insufficiency, and 3 pa-
tients had I + insufficiency (Table 2). This improvement
was unrelated to the type of surgery .
Echocardiographic findings (Table 3). The mean ven-
tricular septal thickness was significantly reduced after sep-
tal myotomy and myomectomy with or without associated
mitral valve replacement, and did not change after mitral
valve replacement alone. Septal thinning was more pro-
nounced at the left ventricular outflow tract than at the
midcavitary region.
The left ventricular outflow tract diameter was defined
as the shortest distance between the anterior mitral valve
leaflet and the interventricular septum during systole. In
patients who underwent mitral valve replacement, the left
ventricular outflow tract diameter was measured from the
most anterior position of the struts of the mitral valve pros-
thesis to the most posterior position of the septum. The
JACC Vol. 3, NO.5
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Table 2. Incidence of Mitral Insufficiency Before and After Surgery in 28 Patients
Mitral
MVR (n = 13) MM (n = 6) MVR & MM (n = 9)
Insufficiency No. % No. % No. %
None
Preop 3 23 I 17 0
Postop 12 92 5 83 8 89
Mild (I +)
Preop 8 4 46 3 33
Postop 8 I 17 1 11
Moderate (2 + )
Preop 3 23 I 17 2 22
Postop 0 0 0
Severe (3 +)
Preop 6 46 0 4 45
Postop 0 0 0
MM = myotomy plus myomectomy; MVR = mitral valve replacement; other abbreviations as before.
However, approximately 10 to 15% of patients remain
severely symptomatic during maximal medical therapy.
Various types of surgical interventions have been attempted,
with the primary aim of relieving the left ventricular outflow
tract gradient (4,9,20-22). For the last two decades, septal
myomectomy has been the most popular corrective proce-
dure. It has been shown to reduce the left ventricular outflow
tract gradient by enlarging the cross-sectional area of the
left ventricular outflow tract and decreasing the systolic
anterior motion of the anterior mitral leaflet (3,4). We also
showed (9,10) that mitral valve replacement abolishes the
left ventricular outflow tract gradient by removing the ob-
structing element (the anterior mitral leaflet).
Because mitral valve replacement and myotomy-my-
omectomy, alone or in combination, have been performed
at our institution on a large number of patients with idio-
pathic hypertrophic subaortic stenosis, this gave us the op-
portunity to compare the clinical and hemodynamic results
of these different procedures.
Compared with other major surgical series, our series
had a larger proportion of patients in functional class IV, a
higher incidence of severe mitral regurgitation and a more
frequent occurrence of coronary artery disease requiring
concomitant coronary artery bypass surgery. This is most
probably related to the fact that our institution is a referral
center for complex cardiovascular cases.
Most previous studies (3,5,6,8) have confirmed the long-
term persistence of the clinical improvement seen initially
after surgery. In our study, at a mean follow-up interval of
48 months, 34 patients (94%) were in functional class I or
Table 3. Echocardiographic Findings Before and After Surgery
IVS(mm)
MC LVOT IVS/LVPW LVOTD (mm)
Pre Post Pre Post Pre Post Pre Post
MVR (8 pts)
Mean 19 17 20 20 1.7 1.6 2.8 7.7
SEM 1.3 1.5 1.4 1.3 0.2 0.2 1.3 1.7
I , I . , . I I
P NS NS NS < 0.001
MM (12 pts)
Mean 22 19 22 15 1.7 1.4 1.6 10
SEM 1.3 1.5 2 1.7 0.08 0.1 1.3 1.4, . , , , , ,
p < 0.05 < 0.01 < 0.0\ < 0.00\
MVR + MM (9 pts)
Mean 21 16 20 15 1.6 1.24 0.7 II
SEM 1.1 1.6 1.7 1.6 0.09 0 ..0 1 0.3 1.9, , . . ,
p < 0.01 < 0.01 < 0.05 < 0.001
Aortic Valve
ESC
Pre Post
7
II 7
-
-, ,
9 3
- ,
ESC = early systolic closure; IVS = interventricular septal thickness; LVOT = left ventricular outflow tract; LVOTD = left ventricular outflow
tract diameter; LVPW = left ventricular posterior wall thickness; MC = midcavitary; p = probability value; Post = after surgery; pts = patients; Pre
= before surgery; SEM = standard error of the mean; other abbreviations as before.
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(MEAN FOLLOWUP 48 MONTHS 1
Patients
fable 4. Clinical Assessment of Symptoms at
Long-Term Follow-up
mitral valve replacement plus myotomy-myomectomy than
after myotomy-myomectomy alone.
In the majority of patients with obstructive idiopathic
hypertrophic subaortic stenosis, the left ventricular end-di-
astolic pressure is elevated. This is attributed to the left
ventricular outflow tract obstruction and the decrease in left
ventricular diastolic compliance. The reduction in this vari-
able after surgery is not as predictable as the decrease in
the left ventricular outflow tract gradient. Although none of
the groups in our series showed a significant change in left
ventricular end-diastolic pressure after surgery, all patients
with elevated preoperative end-diastolic pressure had post-
operative values of 20 mm Hg or less.
Mitral insufficiency. Mitral regurgitation is a well rec-
ognized component of the hemodynamic abnormalities en-
countered in idiopathic hypertrophic subaortic stenosis, and
occurs in 40 to 100% of cases (23). Previous studies (3,7)
demonstrated that it can be alleviated by myotomy and my-
omectomy alone when the regurgitation is mainly due to
misalignment of the papillary muscles. In our series, the
majority of patients with severe mitral insufficiency under-
went mitral valve replacement; however, mild or moderate
mitral regurgitation, and in one case severe regurgitation,
was also alleviated by septal myotomy-myomectomy.
Echocardiographic findings. Previous studies (24,25)
have proved the usefulness of echocardiography in detecting
anatomic and hemodynamic changes after the surgical treat-
ment of idiopathic hypertrophic subaortic stenosis. Our anal-
ysis of septal dimensions after myotomy-myomectomy alone
and with mitral valve replacement revealed a significant
postoperative decrease in interventricular septal thickness.
After mitral valve replacement alone, the septal thickness
remained the same.
We showed previously (24) that early systolic closure of
the aortic valve is a reliable sign of a significant left ven-
tricular outflow tract gradient, both before and after surgery
for idiopathic hypertrophic subaortic stenosis. The present
data confirm this finding because most patients with per-
sistent early systolic closure of the aortic valve underwent
myotomy-myomectomy alone, the procedure associated with
the highest residual mean outflow tract gradient.
Electrocardiographic findings. In idiopathic hyper-
trophic subaortic stenosis, the site of septal hypertrophy is
closely related anatomically to the area of the normal con-
duction system. This probably accounts for the variety of
conduction abnormalities noted in these patients. When op-
erative dissection extends into the hypertrophic muscle mass,
conduction abnormalities may result. In the National Insti-
tutes of Health series (3), such abnormalities were noted
postoperatively in 75 of 77 survivors.
In our series, postoperative conduction disturbances were
found in only 33% of the patients. Left bundle branch block
was the most common disturbance; only one patient devel-
oped complete heart block. With careful dissection in the
17
17
Pta
POSTOP'PREOP
II
IV 27
III 8
c't~~
ILJ
MVR MM MVR + MM
Finding (n = 13) (n = 12) (n = 11)
~xcellent results 6 7 7
Symptoms lessened 2 5 3
Symptoms unchanged I 0 0
iymptoms worse 2 0 0
)eath 2 0 I
Abbreviations as before.
II. The type of surgery performed did not affect the degree
of improvement in functional status.
Hemodynamic findings. In our study, rest and provoc-
ative outflow tract gradients were significantly reduced by
all three procedures. The decrease in the left ventricular
outflow gradient after myotomy-myomectomy alone, how-
ever, was not as impressive as reported in some of the
previous studies (3-8). We cannot be definite about whether
this is related to differences in the characteristics of the
patients studied (more patients in functional class IV, and
a greater occurrence of coronary artery disease in our group
of patients) or solely caused by differences in surgical tech-
niques. Both rest and provocative gradients were more sig-
nificantly reduced after mitral valve replacement alone or
·pco.OOI
Figure 4. New York Heart Association (NYHA) functional class
before (PREOP) and 48 months after (POSTOP) surgery. p
probability; pts = patients.
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Table 5. Hemodynamic Findings in Three Nonsurvivors
Case I Case 2 Case. 3
Age (yr) 41 65 54
Sex F F F
Type of surgery MVR x 2 MVR + CAB MVR + MM
Postop month to death 38 22 36
LVOTG (mm Hg)
Preop 20 20 100
Postop 0 0 0
PCWP (mm Hg)
Preop II 22 28
Postop 36 19 18
LVEDP (mm Hg)
Preop 20 32 20
Postop 8 10 20
Systolic PAP (mm Hg)
Preop 82 70 80
Postop 50 50 60
Functional class
Preop IV IV IV
Postop III IV IV
CAB = coronary artery bypass; LVEDP = left ventricular end-diastolic pressure; LVOTG = left ventricular outflow tract gradient; PAP = pulmonary
artery pressure; PCWP = pulmonary capillary wedge pressure; other abbreviations as before.
area of the conduction system, complete heart block can be
prevented,
Early and late mortality. According to various studies
(11), the perioperative mortality rate associated with surgery
for idiopathic hypertrophic subaortic stenosis ranges from
0.0 to 27%. In our series, there were no perioperative deaths.
In the group described by Morrow et al. (4), the late
postoperative mortality was 3.5% per year. In our series,
the overall late mortality was 1.6% per year, which is much
lower than all reported mortality rates for medically treated
patients.
In reviewing the hemodynamic data for the nonsurvivors
in our series, we conclude that patients in functional class
IV with atrial fibrillation in addition to persistently elevated
postoperative left ventricular end-diastolic and pulmonary
artery systolic pressures have less favorable long-term post-
operative results. In the National Institutes of Health series
(3), atrial fibrillation was noted to be a particularly poor
prognostic sign. It remains to be determined whether this
rhythm disturbance reflects an irreversible left ventricular
dysfunction that ultimately causes death or whether it is
itself an important primary cause of death.
Conclusions. Symptomatic improvement was achieved
to an equal degree with the three procedures studied, but
rest and provocative mean left ventricular outflow tract gra-
dients were significantly lower after mitral valve replace-
ment, with or without associated myotomy-myomectomy,
than after septal myotomy-myomectomy alone.
Mitral valve replacement eliminates mitral regurgitation
and allows complete predictable relief of the outflow tract
gradient, even in the most severe cases. Additional advan-
tages include the prevention of postoperative conduction
defects and septal infarction. Finally, it may be performed
in patients who fail to respond to myotomy-myomectomy
alone. However, the disadvantages are major and include
all the potential complications associated with valve
prostheses.
The main advantage of myotomy-myomectomy is that it
may reduce the left ventricular outflow tract gradient and
alleviate symptoms without subjecting the patient to the
complications of a valve replacement. Disadvantages in-
clude the possibility of complete heart block and late ven-
tricular septal defects resulting from septal infarction and
rupture. These factors were not a problem in our series.
On the basis of our study results, we recommend septal
myotomy-myomectomy as the procedure of choice for the
treatment of idiopathic hypertrophic subaortic stenosis. Mi-
tral valve replacement might be indicated in the presence
of severe mitral insufficiency or failure of previous my-
omectomy to relieve symptoms and alleviate the left ven-
tricular outflow tract gradient.
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